Translocation of an intrauterine device (IUD) is a widely reported and recognised complication of insertion. We describe an interesting location within a sterile anterior peritoneal abscess, presenting in an asymptomatic woman with an unplanned pregnancy, 1 year after its insertion. This case highlights the importance of checking that the IUD threads are present and the difficulties associated with establishing its location and the surgical retrieval of a translocated IUD.
Introduction
of the midline in the left iliac fossa. It also reported the presence of an IUD within the cyst (Figure 2) .
A repeat laparoscopy was performed, allowing incision of the cyst and retrieval of the missing IUD. The woman was discharged home the following morning and a followup appointment was made with the family planning service. A culture of the IUD showed no pathogenic organisms.
Discussion
The differential diagnosis of missing threads includes unnoticed expulsion, ascent of the tail into the cavity, and perforation or translocation of the IUD. Translocation of an IUD to an extrauterine site in the peritoneal cavity is uncommon. The various sites of a translocated IUD reported in the literature include the broad ligament, culde-sac, omentum, sigmoid colon, rectum, urinary bladder, uterovesical fold and space of Retzius. Serious consequences have been described such as damage to the viscera (i.e. bowel, kidney), uterine lesion and/or peritonitis.
The incidence of uterine perforation due to the use of modern IUDs is estimated to be 1 per 3000 insertions. 1 The observational study on 171469 Multiload ® Cu375 insertions gave an incidence of 1.6 per 1000 insertions. 2 To help women in decision making regarding copper IUDs, the National Institute for Health and Clinical Excellence (NICE) recommends that information imparted to women should include contraceptive efficacy, risks and possible side effects. This guideline quotes less than 1 in 1000 in terms of risk of uterine perforation at the time of IUD insertion. 3 During the puerperium, when the uterus is small and the uterine wall is thin, the risk of perforation increases. 4 Established practice in UK has been to delay insertion until 6-8 weeks postpartum. The World Health Organization Medical Eligibility Criteria for Contraceptive Use (WHOMEC) recommends unrestricted use of an IUD four or more weeks postpartum in women who are breastfeeding, not breastfeeding or post-Caesarean section. 5 WHOMEC suggests an increased risk of perforation if an IUD is inserted between 48 hours and 4 weeks postpartum and therefore the risks of insertion during this time generally outweigh the benefits. The care pathway in the use of IUDs by NICE recommends a routine follow up at 3-6 weeks or at first menses to check threads and exclude perforation. 3 In the present case an early perforation was suspected and initial investigations indicated an IUD providing false reassurance. Lack of identifiable threads makes it impossible to ensure that the device is in situ and functioning as a contraceptive. If no threads are seen and uterine placement of the IUD cannot be confirmed clinically, an ultrasound scan should be arranged to locate the device and alternative contraception is recommended by the Faculty of Family Planning and Reproductive Health Care (FFPRHC). 6 However, if the scan cannot locate the IUD and the woman had not witnessed expulsion, a plain abdominal X-ray should be arranged to identify an extrauterine device. Hysteroscopy can be useful if the ultrasound scan is equivocal. 6 Surgical retrieval of an extrauterine IUD is advised by the FFPRHC. 6 The scientific literature strongly recommends removal of an extrauterine IUD even if its migration has not given rise to any clinical symptoms. IUDs in the abdomen, especially copper-containing ones, can result in the development of adhesions, and infection due to carrying bacteria from the insertion process. 7 The technique for removing a translocated IUD will depend on its location, extent of adhesions and the experience of the operator. This might involve hysteroscopy, colpotomy, laparoscopy and laparotomy or cystoscopy for retrieval of intravesical IUDs. The feasibility of IUD retrieval via the laparoscope depends on the extent of the attachment of the device to intraperitoneal structures, particularly vascular and intestinal, and also the ability of the laparoscopist to spot the device within the peritoneal cavity. 8 Laparoscopic removal is difficult when the IUD is in the omentum and cannot be seen. In the present case retrieval was relatively straightforward once the site had been established. Most who read this Journal are familiar with the range of family planning methods available and are up to date enough not to need a small handbook such as this one. They will, however, often need to make available information to colleagues in primary care whose special interests lie elsewhere. Practice nurses and GP registrars will need to find succinct advice.
This book is part of the Fast Facts Series aimed at the UK and North American market. It is small, easy on the eye, and pleasant to hold. One of its authors is a director of family planning in Scotland and the other works in New York. Neither works in UK general practice. This is apparent.
The book covers all the contraception topics that you would expect, but with the complication of discussing many North American products. In some ways this is interesting.For the people here in the UK most likely to need such a brief guide, this just makes the book difficult to use. Key points are in coloured boxes, which are useful, but references are highlighted. Illustrations are easy on the eye. A large diagram of a GyneFix ® , and a photograph of a Mirena ® , without a picture of a standard copper intrauterine device (IUD), reflects the fact that this book has not been directed at UK primary care. It is part of a publisher's series. There are some surprising omissions. Counselling before referral for sterilisation, before IUD insertion and after childbirth is not clearly covered. Controlling infection transmission is a part of any sexual health consultation, as are psychosexual issues that present. Relatively little is said about these. Contraception cannot be treated as a topic in isolation.
The book tells us that "women whose lifestyle puts them at risk of sexually transmitted infections should be screened before IUD insertion". In UK general practice, assumptions are not made about patients and it would be more usual to screen everyone.
The style is very dry and dull, unnecessarily so for such a sexy subject. Contrast this book with John Guillebaud's Contraception Today, which is eloquently written. For the hurried enquirer, some of the information is cumbersome to access.
I do not think that this book is the first choice for practitioners in the UK.
